S C, boy now aged 3 years 9 months History: Born at term, birth weight 3.2 kg, with congenital abnormality of fingers. On the first day of life developed symptoms of small intestinal obstruction. At laparotomy jejunal atresia found; 4.5 cm of bowel distal to the atresia together with 12.5 cm of dilated proximal jejunum were resected and end-to-back anastomosis performed. Immediate postoperative period uncomplicated. Aged 6 months: Presented with a one-week history of watery diarrhoea, stools having previously been normal. Malnourished, abdomen distended, weight below the third centile. Barium meal showed a markedly dilated loop of small bowel in right upper quadrant of abdomen. Fecal fat excretion 5.4 g fat daily on an intake of 25 g per day. A stagnant loop syndrome was considered a possibility. Aged 10 months: Readmitted with poor weight gain. A culture of duodenal aspirate showed no significant growth of organisms. Following a five-week course of oral neomycin fecal fat excretion fell from 39.9 g to 1.1 g of fat daily. During treatment a 24-hour specimen of urine showed urinary indican excretion raised at 820 mg/g creatinine. He was discharged on no treatment. Aged 21 years: Thriving, but passing two or three offensive stools daily. Hemoglobin, serum iron and vitamin B12 all normal; serum folate> 32 ng/ ml (normal 6-21) red blood cell folate 555 ng/ml (normal 150-650). Investigations: Hemoglobin, serum proteins, folate and vitamin B12 levels, and prothrombin time, all normal. Faecal fat excretion 7 g daily. Barium meal again showed a greatly distended loop of bowel in upper abdomen (Fig 1) which was clear of barium on a 24-hour follow-up film. Duodenal contents were aspirated, the tube reaching only the duodenum and therefore not sampling juice from the dilated loop of bowel. No deconjugated bile salts were found on thin layer chromatography (Dr J McCollum); no is significant abnormality on bacterial cultures (Dr Jean Dolby). A 14C glycine glycocholate breath test (Gastroenterology Department, St Bartholomew's Hospital) showed an abnormally high result at 2 hours indicating that abnormal bacterial deconjugation of bile salts was occurring in the bowel. Operation findings: At laparotomy (J A S D) the proximal loop of jejunum down to the anastomosis and including the immediately distal small bowel was found to be grossly dilated, corresponding to the radiological appearances. No evidence of mechanical obstruction. After separation of multiple adhesions the distal small bowel was found to be of the 'apple peel' type (Dickson 1970) in that the normal mesentery and the superior mesenteric vascular arcades were absent; the blood supply came from a single vessel parallel to the bowel arising from the colic vessels. The dilated bowel was resected and endto-end anastomosis performed.
Culture of the fluid contents of the loop showed the following number of organisms per gram of fluid, demonstrating bacterial overgrowth. Lactobacilli, aerobic culture 1 x 105, anaerobic 3 x 108, CO2 5 x 106; coliforms, aerobic 2.5 x 105, anaerobic 2 x 108. An analysis of the fluid for bile acids showed virtually no conjugated bile acids present but unconjugated triand di-hydroxy bile acids in considerable quantities. The mucosa of the dilated jejunum was histologically normal. Recovery uneventful; no recurrence of diarrhoea.
Comment
Bacterial overgrowth in a stagnant loop was the cause of this child's steatorrhoea. These results show that the 14C glycocholate breath test (Fromm & Hofman 1971) can be used successfully to diagnose abnormal deconjugation of bile salts in cooperative young children. The bacterial overgrowth and deconjugation of bile salts associated with a stagnant loop may not be evident in the small intestinal lumen proximal to the affected segment. The causes for the development of a diverticulum or dilatation of the bowel immediately around the anastomosis following resection of an atresia have been reviewed recently (Nade & Dickson 1970) .
Dr J A Walker Smith said that the decision to operate on this child had been made on the basis of continuing diarrhoea, abnormal fical fat excretion and evidence of a stagnant loop on barium study coupled with evidence of bile salt deconjugation provided by the 14C glycocholate breath test. Experience with this child showed that fasting duodenal aspirate studies might fail to reveal any abnormality even when a stagnant loop was present. The breath test was simple and convenient in a cooperative child and was preferred to attempts at intubation of the affected loop, as such attempts might be difficult, time consuming and cause more distress to the child.
It was interesting that the stagnant loop syndrome in neonates who had had small intestinal surgery most often presented as sugar malabsorption (Burke & Anderson, 1966, Australian Padiatric Journal 2, 219) whereas in the older child, as well as the adult, steatorrhlea and B12 malabsorption were more common (Bayes & Hamilton, 1969, Archives of Disease in Childhood 44, 76) . The reason for this was not clear.
Intravenous Feeding with Fructose Complicated by Jaundice
Tom Treasure MB1 (for Ian Burn FRCS2 and Graham Neale FRCP) (Hammersmith Hospital, London W12 OHS) Mrs D, aged 40 History: Cesarean section in July 1973 for transverse arrest. She failed to recover, became pyrexial and confused, and because of rising blood urea was transferred for further management. First seen four days after operation with tachycardia of 180/minute and an unrecordable blood pressure. Abdomen distended and silent; 3 litres of feculent fluid obtained by nasogastric aspiration. Blood urea 140 mg/100 ml. She was considered to have a paralytic ileus probably with infarcted bowel causing hypovolemia and subsequent renal impairment complicated by septiceemia. She was resuscitated by rapid transfusion of blood and electrolyte solutions and her circulatory system improved with a fall in blood urea and correction of serum electrolytes. She was given intravenous antibiotics. Emergency laparotomy: On induction of aneesthesia cardiac arrest occurred and she required cardiac massage for several minutes before sinus rhythm was restored. Patches of infarction were found along the antimesenteric border of most o1 the small intestine. The affected bowel was resected and the cut ends exteriorized as enterostomies leaving about 10 cm of jejunum proximally and a metre of ileum distally.
The large losses from the jejunostomy created problems of skin protection and electrolyte replacement and anastomosis was undertaken at "Present address: Kent & Canterbury Hospital, Canterbury, CT1 3NG 'Present address: Charing Cross Hospital, London W6 8RF
